increase in prescriptions for tranquillizers and antidepressives will be associated with a corresponding increase in the proportions of these drugs taken in self-poisoning.
Marital state: An analysis of marital state showed no significant differences between self-poisoning and the population of Penarth as recorded in the 1961 census. Earlier studies have shown differences with the general population, and I suggest that there is a trend, especially in younger age groups, for formal marital status to have less importance in the problem of self-poisoning.
Conclusions
As a description of self-poisoning, this pilot study is probably an underestimate, for I had no record of overdose cases which never reached hospital, through death or recovery. But even as an underestimate, these figures represent an alarming increase in self-poisoning since the studies made in the mid-1960s, affecting 4 out of every thousand people aged over 15. And this is increasingly a problem of young people. Concerning drug abuse and dependence, Penarth's notoriety is probably reflected in my study, for 22% of the 10-29 age group were described in their hospital notes as suffering from problems of drug dependence or 'experimenting' with drugs. Although this was a local problem in Penarth, reaching a peak in 1971, the high incidence of overdosage must also be interpreted in terms of a national increase in self-poisoning. Furthermore, drug availability, in the form of prescriptions and also those substances which can be bought over the counter, is an important factor in the use of this method of self-harm. A final observation to make about this study is that it revealed a lack of good record keeping. It was difficult to obtain information from the notes about precipitating factors in self-poisoning and psychiatric diagnosis. Possibly an ongoing register is required if further research is to be attempted. But perhaps we have described this problem enough, and should now concentrate on prevention, with greater cooperation between physicians, psychiatrists and social workers, so that when patients are admitted for self-poisoning we can offer them more than resuscitation. The improvement of the domiciliary and community care of the elderly, the disabled, the mentally ill and the mentally handicapped is a major purpose of the coming reorganization of the National Health Service.
In this change to community care the day hospital and day centres have, in theory, a role as a base from which care and support can be given to the sick and handicapped in the community.
The government accepts the need for expansion of day care and in a series of circulars to health and local authorities has laid down guidelines for expansion of day care see Table 1 (Department  of Health and Social Security 1971 a, b, c, 1972 a, b) . These guidelines represent a considerable expansion over present provision, however, apart from the provision for the mentally handicapped, it is not obvious how these guidelines have been developed.
The aim of this paper is to contrast present provision with this intended expansion, to contrast the functions set out for day units with the functions which the units saw for themselves and to contrast resources used with services offered.
In this paper day units run by health authorities are called day hospitals and day units run by local authorities and voluntary agencies are called day centres.
The Functions ofDay Care It is necessary to summarize the functions of the different types of day care.
For mental illness, a psychiatric day hospital 'should provide ... particularly for ... two groups of patients, those who need more intensive treatment than can be given as outpatient treatment and those for whom day care is a step in the process ofrehabilitation after inpatient treatment'. (DHSS 1971 a) . Day centres for the mentally ill 'will need to provide for two types of need: relatively short-term rehabilitation for those likely to return to open employment or domestic duties, and long-term perhaps permanent work or occupation for those whose chances of return to employment are poor'. (DHSS 1972 a) . For the mentally handicapped adult training centres 'provide further training and in many cases permanent daily occupation for mentally handicapped adults'. (DHSS 1971 c). Physical handicap occupational centres have a function of 'providing facilities for disabled people to engage communally in activities which will benefit them individually and improve their contribution to society'. (Harris 1971) .
The function of a geriatric day hospital was defined in a letter from DHSS (1971 c) to hospital authorities as 'the rehabilitation of elderly people who have been ill, and by active treatment and supervision maintaining independence when this is threatened ... Also in the assessment of those patients who do not need to be admitted, but who cannot be adequately assessed at home or at an outpatient consultation'. Day centres for old people 'provide social facilitiescompany, a cooked meal, possibly a bath and chiropody, but none of the remedial services found in the day hospital' (Brocklehurst 1970) . For psychogeriatrics 'the function of the day hospital is to cater for the treatment needs of individual patients and activity is aimed at improving health and so far as possible overcoming disability' (DHSS 1972 b).
These then are the functions of the different types of day care which we are considering. We shall see how they were implemented in the study area.
The Study Area
The study area is the county of Essex and the borough of Southend-on-Sea. In 1971 Essex and Southend together had a population of 1 358 000 of whom 212 000 (nearly 16%) were of pensionable age.
Methods
All the day hospitals and day centres indentified were visited and a questionnaire completed by the investigator. A census was carried out during the first week in April 1973 of all the people attending day units in the study area. The census forms were completed by the staff of the day units except in the old peoples day centres, where they were mainly completed by the attenders themselves.
Results
There were 39 day units in the study area (Table 2 ) of which 7 were day hospitals and 32 were day centres. The largest single group were the day centres for the elderly of which the majority (13 out of 15) were run by voluntary effort. The other day centres were run by local authorities, except for one day centre for the physically handicapped run by voluntary effort.
Most of the day units gave an objective which matched with that specified above. Four did not. The 2 mental illness day centres did not accept any long-term function. Two of the old people's day centres did not provide meals and failed to meet the objective of 'company and a cooked meal'.
There are certain physical resources which any day unit might have: a day room, kitchen, lavatory, office and a telephone. Most of the day units had these facilities except for the old people's day centres of which 9 had no office, 4 had no telephone and 1 had no lavatory. Six of the old people's day centres had a delapidated and impoverished look.
Staffing varied widely between the types of units, the day hospitals were run by nurses and other paramedicals, the local authority day centres by managers and technicians and the old people's day centres by volunteers. Attenders to staff ratios varied widely being lowest (1 1) in the hospital rehabilitation centre, about 5 :1 in the psychiatric day hospital and mental handicap adult training centres, over 10 : 1 in the physical handicap day centres and the geriatric day hospital and over 20:1 in some of the old people's day centres. Most of the day units were open for five or more days per week and for six to eight hours per day.
However, transport to get there was less readily available, particularly to the old people's day centres. Six old people's day centres never had transport, the remainder had transport on only two days per week on average. The effect of this poverty of transport is that elderly disabled people cannot attend day centres, or can attend only occasionally, and the day centre cannot achieve its function for those who perhaps need it most.
Most day units provided lunch for their attenders on five days per week, except for the workshops for the mentally ill which did not provide lunch on any days and the old people's day centres which on average provided lunch on only two out of every three days they were open. Given that providing lunch is one of the two main functions of the old people's day centres, this is a serious short-coming.
A wide range of activities was available in the day units: clinical consultations, art, cookery, current affairs, craft, drama, industrial outwork, metalwork, music, printing, pottery, sewing, typing and woodwork.
Not all these activities were available in every unit, but the range was usually such as to match the function required. The range was particularly narrow in mental illness day centres and old people's day centres. During the census week 2800 persons attended (206/100 000 population) ( Table 2) . The largest single group was the 1131 persons attending old people's day centres; the second largest group was the 641 attenders at adult training centres for the mentally handicapped and the third largest, the 503 attenders at day centres for the physically handicapped. Most of these attendance rates are much lower than the DHSS guidelines on provision (Table 1) . A direct comparison of places available was not possible as many day units did not know their capacity. A comparison using attenders may overestimate places as the average attendance is less than five days a week.
The attenders were mainly female (61%). Single, widowed and divorced persons were over-represented compared with married persons, this varied with age but was true for both sexes at all age groups.
The age specific attendance rate was under 2/1000 at most ages, but was higher in old age with a peak of over 10/1000 at age 75-84. Most of the attenders at the old people's day centres were aged 65 to 74 and most of the attenders at the geriatric and psychogeriatric day hospitals were aged 75-84. Thus the day hospitals are catering for an older person than the day centres in the main.
The diagnoses of attenders at the day centres for the physically handicapped were mostly diseases of the nervous system (especially disseminated sclerosis and muscular dystrophy) and musculoskeletal disease. Patients at the geriatric day hospital had diagnoses in most diagnostic groupings, the commonest being cerebrovascular disease. Most of the attenders at old people's day centres gave no diagnosis but of those who did, the commonest was arthritis (16% of all attenders). Among the mentally ill and mentally handicapped, diagnosis was not further examined.
The median number of days attended was one day for the geriatric day hospital, two days for the physically handicapped day centres and the old people's day centres, three for the psychiatric and psychogeriatric day hospitals and five days for the mental illness day centres, the mental handicap training centres and the hospital rehabilitation unit. Thus day care is usually for less than five days a week.
For each type of day unit there was a single method of travel which accounted for most of the attenders. All the day hospitals relied on ambulances; the mental handicap day centres and physical handicap day centres on local authority vehicles, the day centres for the mentally ill on public transport, and at the old people's day centre the commonest method of travel was walking. The median time for the journey from home to the day unit was under one hour for the attenders as a whole, but varied by method of transport. For attenders coming by public transport, car, taxi or walking the median journey time was less than half an hour. For attenders coming by ambulance or local authority vehicles the median time was between half and one hour, but about 15 % of those who came by ambulance or local authority vehicle took over one hour. Discussion A comparison can be made between the provision of day hospital care and inpatient care in the study area. For the mentally ill there were 216 day patients in this study contrasted with 3087 inpatients, on the last census (Office of Population Censuses and Surveys 1973) a ratio of 1: 14. For geriatrics the ratio was 1: 20 and for psychogeriatrics the ratio was 1 16. Thus the scale of provision of day care is very small compared with inpatient care. The scale of day hospital provision was so small that day care could make little impact on the service as a whole.
Conclusion
Despite professional and political acceptance of day care there was a paucity of day services in the study area. Public policy in provision of day care services has not been implemented. There was almost a complete failure of statutory authorities to provide day care for the elderly. Though there were about 10 centres of population in the study area there were only 2 day hospitals for the elderly and 2 local authority day centres for the elderly. Although this talk 'Problem Families' comes under the guise of a research report, it can be more appropriately described as a case study of a subject which lends itself, by its very nature, to a more intuitive than empirical approach.
One may well ask, as medical students and doctors, why we should consider problem families at all. In fact, problem families impinge on the working lives of most doctors, whether general practitioners or hospital doctors. Rarely today can we treat medical problems in isolation from the patient and his environment as a whole. A headache or asthma may be the presenting symptom and may seem fairly simple to treat by drugs, but if we delve further and find a problem family, drugs may not be enough as a cure nor can they stop the symptom occurring again if the precipitating factor in the environment, e.g. damp housing or stressful family life, has not been removed. The doctor cannot, of course, directly control these factors but without knowledge of them he cannot make a rational assessment of the medical problem and decide on appropriate treatment.
Another reason why doctors should be aware of the problem families is that the doctor may be the first person to come into contact with a problem family, e.g. a harassed mother presenting with backache, or a child with bronchitis or a head injury as a result of battering. The doctor should recognize the situation and call in social workers if required, for neglect of this duty may have fatal consequences for the children.
The term 'problem family' was first consciously used in the 1940s in an attempt to describe a group of families living in squalor and unable to make constructive use of the social services. Attention was drawn to these families in the early years of the second world war during the evacuation of the cities and mixing of the social classes. Problem families must have existed before then but once a label was attached to this ill-defined group, interest grew in them and remedies were proposed. Perhaps problem families were only seen as a problem when the welfare state defined certain minimum standards so that any drop below this level became more noticeable.
Attempts to define problem families have largely failed since they represent a heterogeneous group with wide variation in social inefficiency. A typical definition is that of a family with many children, where there is financial mismanagement and debt, social isolation, child neglect both physical and psychological, truancy and delinquency of the children, living in squalor and disorganization with multiple problems and known to several social agencies at one time. Thus it is difficult to define a problem family but easy to recognize or describe one.
The characteristic of high fertility can be seen as sexual irresponsibility or compensation for personal inadequacy, but perhaps large numbers of children are a selective factor in bringing the family to the notice of the authorities. The characteristic of child neglect causes the authorities and general public much concern but this characteristic is not confined to problem families. It is said 'problem families beget problem families', no doubt the explanation of this is rooted in the detrimental effect of the environment on the children who will reproduce their parents' behaviour, and thus the vicious circle is never broken.
The numbers of problem families are uncertain since we cannot define the term precisely, but they probably form between 0.15-1.5% of the population and are predominantly an urban problem though they do exist in rural areas.
The following case history describes a particular family I have visited who illustrate some of these multiple problems.
